ABSTRACT

Objectives. This study explored
reproductive health care in rural Wash-
ington State, reasons given by providers
for not offering abortions, and pro-
viders’ willingness to use medical abor-
tifacients.

Methods. Physicians, midwives,
nurse practitioners, and physician assis-
tants in rural Washington completed an
inventory of reproductive health ser-
vices that they provide, whether and
why they do not perform abortions, and
whether they would use medical aborti-
facients.

Results. Of the respondents, 89.2%
reported providing reproductive health
care. Only 1.2% reported performing
surgical abortions, and 26.1% indicated
that they would probably prescribe med-
ical abortifacients.

Conclusions. Few providers offer
surgical abortions in rural Washington.
Greater numbers report a willingness to
prescribe medical abortifacients. (4m J
Public Health. 2000;90:624—626)
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As of 1994, 85% of women living in
nonmetropolitan areas resided in the 94% of
rural counties without an abortion provider.'?
Moral objections and community opposition
are common reasons rural physicians report
for not performing abortions.” ® Less is
known about practices of physician assistants
and nurse practitioners.”® While it has been
shown that one quarter of family physicians
and obstetrician-gynecologists might use
medical abortifacients when they are more
readily available,*’ other providers of these
medications have not been surveyed.

We surveyed all providers of reproduc-
tive health care in rural Washington State to
ascertain the services they offered. We
included nonphysician clinicians because in
Washington State, nurse practitioners and
physician assistants have broad prescriptive
authority.

Methods

In April 1996, we identified all licensed
rural Washington State providers in special-
ties providing reproductive health care to
women, including MD and DO physicians in
obstetrics—gynecology, family practice, pedi-
atrics, internal medicine, and general surg-
ery; certified and licensed nurse midwives;
physician assistants; and nurse practitioners.
All had addresses in counties characterized
as nonmetropolitan by the US Office of
Management and Budget."’

Provider lists were compiled from sev-
eral professional and Washington State licens-
ing databases (Washington State Department
of Health, American Medical Association,
DoctorLink, American Board of Medical
Specialties).'" We identified 685 rural physi-
cians in relevant specialties. There were an
additional 160 with unknown specialties and/
or addresses.

Specialty information was not available
for nonphysician clinicians before the survey
was mailed. We excluded nonphysician clini-
cians who identified a specialty that did not
involve women’s reproductive health.

Questionnaires were mailed to 1135 pro-
viders. Of 917 responses, 210 were excluded
because of urban or inapplicable addresses,
inapplicable specialties, retirement, or death.
We asked about demographics, practice char-

acteristics, reproductive health services pro-
vided, whether the respondent performed
abortions, reasons for not performing abor-
tions, and whether the respondent would pre-
scribe oral abortifacients.*'?

Analyses were conducted on 707 re-
sponses. Two-tailed %* and exact tests were
used to assess differences in response rate
and to compare differences among sub-
groups of the sample. Unless otherwise
stated, significance levels are reported as at
least P <.05. Specialty sample sizes ranged
from 8 providers to 275 providers, with con-
fidence intervals varying accordingly.
Regression analyses were used to explore
correlates of providers’ willingness to per-
form surgical abortions and use medical
abortifacients.

Results

Our response rate was 76.3%. The dif-
ference in response rates across provider spe-
cialties was significant at P =.04 (Table 1).

Of the respondents, 67.5% were physi-
cians, 2.1% were certified nurse midwives,
14.9% were nurse practitioners, 14.4% were
physician assistants, and 1.1% were licensed
midwives. Their mean age was 46.3 years.
On average, they had practiced 14.4 years
(Table 1).

The majority of providers (89.2%) re-
ported offering reproductive care, with 31.5%
of rural general surgeons providing this care.
Most providers offered Papanicolaou test ser-
vices (89.0%) and basic family planning ser-
vices (oral contraceptives, diaphragms, and
Depo-Provera; 58.9%). Almost half (47.4%)
offered emergency contraception.
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FIGURE 1—Obstetric providers’ willingness to prescribe oral abortifacients, by
number of years in practice: Washington State, 1996-1997.

states: community opposition and personal
moral objections.’ More than a quarter of the
physician and nonphysician clinicians, how-
ever, were interested in providing medical
abortions, although 30.9% cited a need for
more information and training.

This study has several limitations.
Although our response rate was high, we can-
not comment on the bias introduced by non-
response. Self-report of scope of practice is
limited by the interpretation of the provider.
Also, this study involved only one state. We
do not know whether our descriptions of non-
physician clinicians’ willingness to prescribe
medical abortifacients are generalizable to
other states with different licensing statutes.

The clear interest in this area demon-
strated by nurse practitioners and physician
assistants has not been studied before and
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identifies many providers who potentially
can increase the local availability of preg-
nancy termination for rural women. Despite
the current availability of oral abortifacients,
very few providers are using them, and
almost a third of willing providers noted a
lack of training and support. Further research
is needed to monitor changes in training, sup-
port, and use of medical abortifacients. It
remains to be seen whether there will be an
increase in local availability of pregnancy ter-
mination for rural women. []
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